1. Case report {#sec0005}
==============

The patient in concern was a 19 year old female who presented with the complaints of acute onset pain in abdomen. The pain was characteristic of acute pancreatitis. The patient was three months postpartum at the time of presentation having undergone a caesarean section in her 7th month of pregnancy. She also had two prior episodes of acute pancreatitis during her pregnancy: once during her third month and the second during her 7th month. Both episodes were managed conservatively and resolved without complications.

She also frequently complained of back pain in the thoracic region and deep seated bony pain in the right hip and thigh.

She noticed a painless swelling on the left side of her jaw five months back, which appeared insidiously and gradually increased in size to its current size of around 4 × 4 cm.

There was no history of prior neck irradiation, neck surgery or radio-isotope administration. She had neither suffered from renal calculus disease nor been incidentally diagnosed with it in the past.

On examination, her findings were consistent with that of acute pancreatitis, with tachycardia and abdominal tenderness which was maximal in the epigastric region.

There was a globular, painless, non-tender, non-pulsatile swelling 4 × 4 cm in size situated over the ramus of the left side of the mandible. This swelling was hard in consistency and fixed to the underlying mandible. The swelling was not visible intra-orally. There were no signs of inflammation or sinus formation in the skin overlying and around the swelling. The swelling was free from the overlying skin. Neck examination revealed no abnormal findings or lymphadenopathy.

2. Radiological investigations {#sec0010}
==============================

1)*USG abdomen*: An abdominal USG done at the time of admission showed changes consistent with acute pancreatitis.2)*CT scan* -- *abdomen*: CT scan of the abdomen confirmed the diagnosis of acute pancreatitis. There was also the presence of a 5 × 4.9 × 4.7 cm sized pseudocyst in the tail region of the pancreas, with a wall thickness of 3 mm. There was no evidence of renal calculus disease, adrenal masses, pancreatic calcifications or pancreatic duct calculi.3)*USG neck*: 2.4 × 1.2 cm sized hypoechoic mass was seen at inferior pole of the right side of the thyroid gland, suggestive of a parathyroid adenoma.4)*CT scan neck*: 1.8 × 1.2 cm sized heterogeneously enhancing mass was seen on right postero-medial border of the thyroid gland near the inferior pole suggestive of a parathyroid adenoma. Lytic lesions with soft tissue components were noted on ramus of mandible on the left side, measuring 2.8 × 2.3 cm, suggestive of a Brown tumour. Fracture of spinous process of the T1 vertebra was also detected.5)*Parathyroid Tc*99*m*-*Sestamibi scan*: Well defined parathyroid adenoma in the region of the lower pole on the right side of the thyroid gland. No evidence of ectopic parathyroid tissue was found.

3. Laboratory investigations {#sec0015}
============================

All routine laboratory investigations -- Hemogram, Liver function tests, Renal function tests and Sr. Electrolytes were done and were found to be within normal limits.1)*Sr. Amylase*: 30 IU/L (0.0--40.0 IU/L) on admission2)*Sr. Lipase*: 28 U/L (50--200 U/L) on admission3)*Sr. Calcium*: 11.5 mg% (9--11 mg%) pre-operatively4)*Sr. PTH*: 908.90 pg/mL (15--65 pg/mL) pre-operatively5)*Sr. Alkaline phosphatase*: 1782 U/L (64--306 U/L) pre-operatively

4. Tissue diagnosis {#sec0020}
===================

Biopsy of the mandibular swelling was done which revealed the presence of osteoclastic giant cells, which when correlated with the clinical and radiological findings, confirmed the diagnosis of a Brown tumour of hyperparathyroidism.

5. Treatment {#sec0025}
============

The patient was electively posted for surgery. Excision of the parathyroid adenoma with exploration of the remaining parathyroid glands was done.

Neck was accessed via a transverse skin crease incision. Sub-platysmal flaps were raised and strap muscles retracted laterally. Strap muscles of the right side were divided horizontally to expose the right lobe of the thyroid.

The thyroid was retracted medially to expose the posteromedial border, thus enabling visualization of the parathyroid adenoma. It was seen as a smooth, oval, yellowish structure near the lower pole of the right lobe of the thyroid, seen to be arising from the right inferior parathyroid gland, measuring approximately 2 × 1 cm in size.

The adenoma was then dissected free from the surrounding thyroid gland, finally isolating its blood supply. It was then excised after ligating the feeding vessel, and sent for frozen section. Frozen section report confirmed the mass to be a parathyroid adenoma.

The rest of the parathyroid glands were explored and were found to be normal, hence were left in situ.

A negative suction drain was placed below the strap muscles and the incision closed in layers over it. Skin was closed with subcuticular sutures. The sutures healed without any post-operative complications.

6. Histopathology {#sec0030}
=================

The excised parathyroid adenoma was then sent for histopathological examination. The diagnosis of parathyroid adenoma was confirmed on histopathological examination by presence of normal parathyroid glandular tissue, markedly reduced amount of adipose tissue and an intact capsule.

7. Post-operative recovery {#sec0035}
==========================

In the post-operative period, the patient was administered a calcium gluconate drip continuously for the first 3 post-operative days. The patient developed 3 separate episodes of tetany on post-operative day 3, 5 and 6 all of which were managed by administering a bolus dose of IV calcium gluconate.

Oral administration of Calcium gluconate and Vit. D3 was started on the 2nd post-operative day.

The negative suction drain was removed on the 3rd post-operative day.

The post-operative laboratory investigations yielded the following results:1)Sr. Calcium: 10.5 mg% (9--11 mg%)2)Sr. PTH: 9.24 pg/mL (15--65 pg/mL)3)Alkaline phosphatase: 1696 U/L (64--306 U/L)

The rest of the routine investigations were within normal limits.

The sutures healed without any complications and were removed on the 10th post-operative day.

The patient was discharged on the 12th post-operative day after full recovery ([Figs. 1--14](#fig0005 fig0010 fig0015 fig0020 fig0025 fig0030 fig0035 fig0040 fig0045 fig0050 fig0055 fig0060 fig0065 fig0070){ref-type="fig"}).
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![Swelling present on the ramus of the left side of the mandible.](gr1){#fig0005}

![(a) CT scan section demonstrating the pseudocyst in the pancreas. (b) CT scan section demonstrating features of acute pancreatitis.](gr2){#fig0010}

![(a) Plain CT scan section demonstrating a parathyroid adenoma on the right side. (b) Contrast enhanced CT scan section demonstrating a well enhancing parathyroid adenoma on the right side. (c) Magnification of [Fig. 3](#fig0015){ref-type="fig"}b demonstrating a well enhancing parathyroid adenoma on the right side. (d) Coronal section of contrast enhanced CT scan demonstrating a parathyroid adenoma on the right side at the inferior pole.](gr3){#fig0015}

![CT scan demonstrating a pathological fracture of the spinous process of T1 vertebra.](gr4){#fig0020}

![(a) CT scan demonstrating a Brown tumour of the left side of the mandible. (b) CT scan coronal section demonstrating a Brown tumour of the left side of the mandible.](gr5){#fig0025}

![(a) Parathyroid Tc99m-sestamibi scan demonstrating a parathyroid adenoma of the right inferior parathyroid gland. (b) Subtraction images of the parathyroid scan demonstrating a well defined parathyroid adenoma of the right inferior parathyroid gland.](gr6){#fig0030}

![(a) Low power view of the biopsy of the mandibular swelling showing the presence of numerous osteoclastic giant cells. (b) High power view of the biopsy of the mandibular swelling focusing on the osteoclastic giant cells.](gr7){#fig0035}

![Strap muscles divided on the right to gain exposure to the underlying thyroid gland.](gr8){#fig0040}

![(a) Thyroid gland retracted medially to expose the parathyroid adenoma. (b) Lateral view of the parathyroid adenoma.](gr9){#fig0045}

![Blood vessel supplying the parathyroid adenoma is clamped, ligated, and the adenoma excised.](gr10){#fig0050}

![Excised parathyroid adenoma.](gr11){#fig0055}

![(a) Left thyroid lobe retracted medially to expose normal left inferior parathyroid gland. (b) Left lobe of thyroid gland retracted medially to expose normal left superior parathyroid gland.](gr12){#fig0060}

![Healed surgical scar of the patient on the 12th post-operative day.](gr13){#fig0065}

![Slide photograph of the parathyroid adenoma.](gr14){#fig0070}
